I DISCUSSED some of the type methods of rhinoplasty in the first part of my paper, and in this, the second part, I will endeavour to sketch out certain further principles which I have not yet touched upon.
One cannot hope to cover the whole subject, as the scope for improvement and extension of methods is almost unlimited. Every case presents special features which require some alteration or modification, and hardly two flaps are identical. Case I.-The first case which I show illustrates a method of overcoming the deformity left after a wound of and operation on the frontal sinus region. In this case, a piece of high explosive shell carried away the anterior wall of the inner portion of both frontal sinuses. In addition the eye was destroyed and the tip, columnella and part of the alm nasi were blown away. Both frontal sinuses suppurated and it was necessary to have obliterative operations performed on them. After complete healing had taken place, a forehead flap was slid down over the depression to )restore the contour. In such cases a piece of costal cartilage may be inserted subcutaneously to form a new brow ridge, but this ,was not found necessary in the present case. A plastic operation has also been performed on the nose. Figs. 1, 2, 3, show the condition before and after treatment.
Case II.-The next case is one of total loss of nose. The problem of a total rhinoplasty is always a difficult one, owing to the loss of the bed of the nose and the nasal supports. The nasal bones and anterior portion of' the septum are lacking and owing to the severity of the injury a portion of the superior maxilla is generally missing. The new nose therefore starts from a depression on the face and it is difficult to obtain sufficient prominence of the organ. Either the nose has to be made of preposterous size or else it is unduly suhk into the face. In the case illustrated, pieces of cartilage were implanted into the sides I At a meeting of the Section, held March 7, 1919. of the nose to reproduce the supports which were lacking, i.e., the nasal piocesses of the superior maxilla. Lining flaps of skin containing the cartilage were turned inwards with lateral prolongations, which, when twisted into position, formed the lining of the vestibule of the new nose. A very large forehead flap was then brought down and subsequently cartilage was implanted subcutaneously in order to reproduce the prominence which should be formed by the nasal bones and cartilaginous, bridge (see figs. 4, 5, 6, 7, and 8). FIG 11 FIG 12 Case III (figs. 9 and 10) illustrates a case of total loss of nose in one of our British soldiers while a prisoner of war in Germany: the operation was done by a German surgeon. The principles of epithelial lining and nasal supports have not been carried out, with the resultt hat the forehe'ad flap which had been brought dowhn to form the new nose has shrivelled, shrunken, suppurated and lost its contour and attachments. The case is now under my care for rec'onstruction and I hope to be able to show the result at a later date. carried away the upper part of the bridge of the nose and damaged the left eye, so that the eye had to be enucleated. The lower lid was also destroyed. Figs. 11 and 12 show the case before operation. Fig. 13 shows the forehead flap brought down. Fig. 14 Case V illustrates the employment of a forehead flap containing the anterior division of the superficial temporal artery. This flap has an excellent blood supply, and is useful in many cases, especially scarring of the forehead, and renders the use of the ordinary forehead flap containing the angular and supraorbital arteries impossible. Fig. 17 shows the' case shortly. after the gunshot wound. Fig. 18 shows the same case after healing had taken place. Fig. 19 shows the pedicle flap in position. Like all pedicle flaps, it is tubed by suturing the skin margins of the pedicle together. This device prevents sepsis or sloughing of the pedicle and improves the blood supply of the flap. Case VI illustrates the principle of the chest flap rhinoplasty. In this case a severe gunshot wound of the face resulted in the damage depicted in fig. 20 . When the patient arrived at the Queen's Hospital, Sidcup, a forehead flap had already been used for a rhinoplasty so that a flap for the restoration of the lower eyelid, cheek and nose had to be made from the chest. Fig. 21 shows the condition on arrival at Sidcup. Fig. 22 shows the chest flap with its tubed pedicle in position. A word of warning is necessary as regards chest flaps. In this case a portion of the new nose sloughed and I have found that it is difficult to get a chest flap to live more than 31 in. beyond the tube of the pedicle.
The principle of the tubed chest flap in plastic surgery of the face was worked out by my colleague Major Gillies and my late colleague Captain Aymard, and I believe that to Major Gillies we owe the original conception of this new and valuable principle.
Case VII is that of a soldier shot through the base of the nose by a bullet which entered through the right nasal process and found its exit through the left cheek, leaving the antral cavity open on the surface (see fig. 23 ). The nasal supports were partially destroyed :. w ;ffinc.::
. , < -A 8 t l _ g X l 0 j j a . , . : : , : j : : . . : . ' : . t r . : : ' S q K , | - .144 Hett: Wounds of Nose and Nasal Accessory Sinuses and there were external intranasal adhesions as well as chronic suppuration of the left antrum. The nasal obstruction and sepsis was dealt with, and subsequently a small plastic operation closed the communication between the antrum and the cheek. After this the condition was as is shown in fig. 24 . The bridge was much depressed and, although the nasal passages were clear of adhesions, the patient had marked nasal obstruction. An autogenous costal graft was inserted into the bridge for the restoration of contour of the nose, and the result is shown in fig. 25 . The result of the plastic closure FIG. 20. of the antrum can be seen in fig. 26 , which is a front view taken at the same . time as fig. 25 . The patient stated that after the insertion of the cartilage into the bridge of the nose, he could breathe freely through the latter for the first time since his wound. This subject has already been referred to in Part I (p. 131).
Case VIII is another case of sunken bridge due to a gunshot wound of the nose, resulting in destruction of the upper nasal supports. Figs. 27 and 28 show the profile before and after the insertion of a. costal cartilage graft for the restoration of the contour of the nose. Ju-5
